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Introduction
Primary iliaco-appendiceal fistulae are extremely
rare.1,2 Morbidity with this condition is high and the
appropriate surgical treatment is controversial. The
presence of a fistula between the appendix and a
common iliac aneurysm in a patient referred for assess-
ment of rectal bleeding is described.
Case Report
A 72-year-old male presented with a 2-month history
of intermittent bright red bleeding per rectum. He
was haemodynamically stable, a febrile and clinical
examination was normal. His haemoglobin level was
Fig. 1. CT scan showing a 4 cm common iliac artery aneurysm with7.7 g/dl. Upper and lower gastrointestinal endoscopy
adherent appendix.
revealed no source of bleeding, apart from a single
small colonic adenoma. A small bowel contrast study
was normal. A radiolabelled red cell scan showed
accumulation of isotope activity where the common
iliac artery (CIA) crossed the inferior vena cava, sug-
gesting the possibility of an aneurysm. Abdominal
ultrasound, contrast-enhanced CT scan (Fig. 1) and
femoral arteriography confirmed the presence of a
4 cm CIA saccular aneurysm arising approximately
1 cm from the aortic bifurcation.
At laparotomy an inflamed appendix tip was found
embedded in a 4 cm right CIA aneurysm (Fig. 2). The
presence of frank pus led the operating surgeon to
decide against any attempt at aneurysm repair. A
subtotal appendicectomy was performed, with the
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appendix tip left embedded in the wall of the CIA lower limbs blood flows by extra-anatomic ax-
illofemoral or femorofemoral bypass.3 Reported highaneurysm. The tip was oversewn and the aneurysm
left undisturbed. E. coli was isolated from swabs taken rates of mortality, aortic stump dehiscence, limb loss
and even infection of the extra-anatomic grafts hasperioperatively and treatment with amoxycillin, cla-
vulanic acid and gentamicin was commenced. Repeat encouraged a more conservative approach using in
situ prosthetic graft or arterial homograft replacement.4CT scan after 6 weeks showed no change in the size
of the aneurysm and the patient was readmitted for Primary fistula repair is associated with a mortality
rate of 50%.5definitive surgery.
At the second laparotomy, there was significant In situ repair reduces operating time and is thought
to result in better early and late outcomes.4 In the caseresidual inflammation surrounding the aneurysm.
Given the close proximity of the aneurysm to the aortic described, complete eradication of infection at the time
of the second operation could not be assumed whichbifurcation it was deemed unsafe to attempt an in
situ repair. Therefore, the aneurysm was transfixed mitigated against immediate placement of a prosthesis
within the abdominal cavity. Furthermore, the ana-proximally and distally and a femorofemoral crossover
with Dacron graft was performed. The postoperative tomical location of the CIA aneurysm suggested that
in situ repair would most likely be technically difficultcourse was uncomplicated and the patient remains
well after 18 months follow-up. and potentially hazardous.
An alternative option would have been the place-
ment of an endovascular stent. However, experience
with this technique is limited and carries many of the
same risks as in situ prosthetic repair.6 Stent sepsis
Discussion and stent arteritis with catastrophic clinical outcomes
have been described and therefore until the long-termPrimary spontaneous arterio-enteric fistula is a rare incidence of stent-graft infection in the previously non-complication of aneurysmal disease with an incidence infected artery becomes known it may be wise to deferof 0.04–0.07%. Iliaco-appendiceal fistulae are par- their use in vessels already known to be infected.ticularly rare. Rupture of an aorto-iliac aneurysm ad-
herent to an overlying inflamed appendix has been
described.1 In the case described it appears most likely References
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